The MEDLINE database was searched using the key words: 'obesity' and 'knee arthroplasty'. 41 articles focused on the topic were reviewed; most studies were prospective case series (providing low-level evidence) and 3 were systematic reviews. 16 studies reported no adverse association between obesity and total knee arthroplasty (TKA) outcome, whereas 24 studies reported a poorer TKA outcome in obese patients. In the 3 systematic reviews, obesity was reported to adversely affect the outcome, the rate of complications, implant survival, and the cost of TKA.
≥30 kg/m 2 as obese. 1 Excessive weight increases the risk of hypertension, type-2 diabetes mellitus, coronary disease, unexplained myocardial infarction, hyperlipidaemia, infertility, and colon, prostate, and endometrial cancer. Obese patients with advanced knee osteoarthritis are poor candidates for total knee arthroplasty (TKA), 2 and are often advised against TKA.
3,4

REVIEW
The MEDLINE database was searched using the key words: 'obesity' and 'knee arthroplasty'. 41 articles focused on the topic were reviewed; most studies were prospective case series (providing low-level evidence) and 3 were systematic reviews.
16 studies reported no adverse association between obesity and TKA outcome. [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] Obesity/ BMI/body weight was not adversely associated with post-TKA functional outcome at 1, 3, 6, and 12 months, 4, 7, 12 pain outcome at 2 and 5 years, 8 Hospital for Special Surgery score, 2 or Knee Society Score, Western Ontario and McMaster Universities Arthritis Index, and Short Form-12 Health Survey score at 9.5 years. 5 Obese and morbidly obese patients were reported to gain as much functional benefit (and relief of symptoms 16 ) from TKA as other patients at 3 years. 17 Obese patients should not be excluded from the benefit of TKA, as their overall improvement was equivalent to lower-BMI patients. 6, 15 Perioperative complication rates were similarly low in both obese and non-obese patients undergoing TKA, 9, 11, 13, 16 as were mid-and long-term survival rates, 3, 5, 13, 14 despite a weak correlation between BMI and early complications. 11 Mid-term survival rates were shown to be similar in normal weight and mildly and moderately obese patients. 3, 13, 14 Kaplan Meier survivorship (with any reoperation as an end point) was 98% in both obese and non-obese patients. 5 24 studies reported a poorer TKA outcome in obese patients. Obese patients were reported to have lower post-TKA scores. 19 Weight and BMI was noted to have negative effects on post-TKA function and quality of life and satisfaction level. 21, 28 Obesity adversely affected clinical results in diabetic patients. 22 Improvement in Knee Society Scores after TKA was reported to be significantly lower in morbidly obese (>40 BMI) patients than in controls. 32 At 5 years post-TKA, Knee Society Scores were significantly lower in morbidly obese patients than in non-obese patients, but not significantly different between obese and non-obese patients. 29 Obese patients had a significantly lower post-TKA activity score and higher complication rates (10.5 vs. 3.8%). 30 An increase in BMI increased the risk of poor clinical outcome and quality of life 3 to 5 years after TKA. 31 Severe obesity was an independent risk factor for slow recovery after TKA over 3 years. 34 Obese patients had higher rates of diabetes and hypertension; the risk of infection was 6.7 times higher in obese than non-obese patients. 18 Morbid obesity or obesity combined with diabetes was a risk factor for infection. 23 The rate of complications in morbidly obese (>40 BMI) patients was 10% to 30%; in particular, the rate of deep prosthetic infection was 3 to 9 times that of controls. 32 Infection and deep infection occurred more often in obese patients, with the respective odds ratio of 1.90 and 2.38. 35 Obese patients should be advised of the higher rates of prosthetic joint infection prior to TKA. 36, 39 Morbid obesity was associated with increased early complications such as peripheral oedema, diarrhoea, and gastrointestinal or abdominal pain, wound inflammation or infection, extrasurgical-site infections, and respiratory tract or lung infections (but was not associated with an increased risk of venous thromboembolism or bleeding). 38 Obese patients should be advised to lose weight and the benefit of bariatric surgery before TKA.
32 Both preoperative mechanical limb alignment and BMI have a significant effect on post-TKA limb alignment. 40 Obesity was a risk factor for post-TKA deep vein thrombosis. 19 Weight and BMI have negative effects on the longevity of primary TKA. 21 Morbidly obese patients have a significantly lower implant survivorship than obese or non-obese patients at 5 years. 29 Revision of the TKA (exchange or removal of the components for any reason) occurs more often in obese patients, with an odds ratio of 1.30. 35 Obesity is an independent risk factor for revision TKA within 12 months. 37 Hospital resource consumption for unilateral primary TKA is 7% higher in morbidly obese patients than non-obese patients. 25 Obesity is associated with higher inpatient index surgery costs and episode of care costs. 27 conclusion 16 studies reported no adverse association between obesity and TKA outcome, 2-17 whereas 24 studies reported a poorer TKA outcome in obese patients. In the 3 systematic reviews, 29, 32, 35 obesity was shown to adversely affect the outcome, the rate of complications, implant survival, and the cost of TKA.
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